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This study attempts to investigate the impact of an 
advocacy program on institutionalized mentally retarded 
residents. 
Twenty six mild to severe mentally retarded residents 
and 12 staff members served as samples in this study. A 
ten item questionnaire was used to collect data from two 
groups of residents, 13 in each group about their rights. 
One group received training about their rights prior to 
this study and the other did not. For two groups of 
staff, the Institution Residents Rights test was used for 
data collection. Each group comprised six members. 
Simple descriptive statistics which include frequen¬ 
cies, percentages and mean were used to analyze the data 
of this study. 
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The findings were that there is a slight difference 
between residents who received training about their rights 
and those who did not. Also, there was a slight difference 
between the staff whose residents received training and 
those who did not receive any training. 
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This study attempts to investigate the impact of 
advocacy programs on institutionalized mentally retarded 
residents. The main focus in this research will be on the 
nature of services, protection of residents rights, and 
quality of care by staff members. 
According to Rosen and Bruno1, the practices within 
many residential facilities are abnormal and dehumanizing. 
Daily routines — getting up in the morning, dressing, 
eating, bathing, going to bed — are too often group- 
oriented, regimented and impersonal, ostensibly designed 
to serve the needs of the staff, rather than those of the 
residents. Unusual discipline or control techniques are 
also frequently found. Many of the problems within 
residential facilities are also related to denial or 
abridgement of basic rights of residents as citizens. 
However, today, due to more public education efforts 
concerning mental retardation, many people's attitudes 
toward mental retardation are being modified. The social 
stigma once attached to mentally retarded persons is 
1Norman Rosen and Jane Bruno, Orientation Manual on 
Mental Retardation. Part I. (Belmont: Wadsworth Publishing, 
Inc., 1977), pp. 53-60. 
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lessening as they are perceived to be more like other non- 
retarded human beings than different. 
The advocate can play a vital role in helping retarded 
residents gain tolerance from others and acceptance by the 
community. More has happened in the past 20 years to 
improve the lot of mentally retarded persons than occurred 
during the total period of time that preceded these years, 
and the field is still open for advocates to lend a hand. 
Trends are toward deinstitutionalization of mentally re¬ 
tarded persons and their integration into community life. 
Currently, most states are attempting to develop com¬ 
prehensive services at the local level for their handi¬ 
capped citizens, and efforts are being made to give men¬ 
tally retarded persons the necessary attention to enable 
them to live more productive and satisfying lives. 
The contributions that this research will make to the 
development of knowledge is that mentally retarded persons 
are entitled to the same constitutional rights as all 
other citizens. That one's rights and those of retarded 
persons cannot be abridged or denied, unless legally 
prescribed methods are employed and consideration is given 
to specific areas. An inability to exercise a specific 
right is not evidence that the mentally retarded person is 
unable to exercise his or her rights in general. That men¬ 
tally retarded people should be relegated to second class 
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citizens because of their condition and therefore be 
denied qualitative services by people who work with them. 
This research will also attempt to change the attitude 
of the general public who, through their cultural heritage 
have reacted negatively to all forms of deviancy and be¬ 
cause of the traditional and prevalent image of the retard¬ 
ed person as an eternal child who regardless of chronologi¬ 
cal age, always requires paternalistic protection. 
The Georgia Retardation Center will serve as the set¬ 
ting for this study. This is an institution that admits 
about 350 mentally retarded residents at all levels. That 
is, from profound to mild mental retardation. All these 
residents are divided into units according to their various 
levels of mental retardation. For instance, there are 
Program Areas for Community Training Units, which primarily 
accommodates mild and moderate mentally retarded residents; 
Fundamental Skills Units, which accommodate the severely 
mentally retarded residents; and Low Ambulatory Development 
Units, which accommodate both the profoundly retarded and 
those who are both physically and mentally retarded. Each 
unit is divided into four sections and accommodates 2 0 to 
24 residents. Within the institution, there are staff 
members from different professional disciplines who work 
with residents on a daily basis, including non-professional 
members who look after residents inside the units. 
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Within the institution there is an Advocacy Office 
which sees to the protection of residents rights. Some of 
the residents’ rights overseen by this office include: 
1. Right to Notification of Rights 
This means that each resident has the right to 
know exactly what their rights are. 
a. Each resident, parent, guardian or represen¬ 
tative, or a combination of these persons, 
shall be given a written and oral explana¬ 
tion of the rights, complaint procedures and 
enforcement provisions at the time of the 
resident's admission. 
b. It is the responsibility of the Program Area 
Social Worker to inform the resident of his 
rights. 
2. Right to Treatment 
This means that each resident is admitted to 
GRC for the purpose of receiving active treat¬ 
ment and care which is detailed in the resident's 
Individual Program Plan. 
3. Right to Quality Habitation 
a. Physical Habitation 
1. Residents shall not be denied medical 
treatment, or nutritious diet even 
though low calorie diets have been 
ordered. 
2. Competition through appropriate sports 
must not be restricted for any resident. 
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b. Social Habitation 
Each resident must have a place to store his 
personal effects as space allows. They must 
be able to make a choice. Staff need to 
help residents understand what is involved 
in making choices. Environments must not 
present an abnormal appearance. 
c. Mental Habitation 
Residents must be given educational programs 
suitable to their capabilities and directed 
towards training them to function at their 
highest potential. 
d. Vocational Habitation 
Training must be appropriate to the individ¬ 
ual resident and is decided by the I.D. Team 
of which the resident is a member. A resi¬ 
dent is assigned a work station and a person 
in the department trains and supervises them 
with the help of the vocational staff. The 
resident receives pay for the work done. 
4. Right to Safe and Humane Environment 
Safety and prevention from abuse and sexual ex¬ 
ploitation. 
5. Right to Personal Affairs 
Each resident shall be encouraged and assisted 
by the facility to exercise all rights, benefits 
and privileges as a citizen, including but not 
limited to: right to register and vote; right 
to free exercise of religion; right to partici¬ 
pate inside and outside the facility in social, 
family, religious and community group activities; 
right to dispose of property; right to make pur- 
6 
chases; right to sign contracts; right to make a 
will; right to legal counsel; and the right to 
employment and adequate income. 
6. Right to Examine Clinical Record 
An adult resident, or former adult resident, 
shall have the right to examine all clinical 
records kept in his name by the department or 
facility where the resident was treated. The 
residents shall make an appointment with the 
social worker or the nurse so that assistance 
can be extended to the resident for purposes of 
explanation of contents. 
7. Right to Initiate a Complaint 
When a resident (or parent or guardian, if resi¬ 
dent is a minor) wishes to register a complaint, 
he/she should be encouraged to resolve the matter 
informally by discussing it first with the staff 
members, or other persons involved, a member of 
the Human Rights Committee, the team leader, as¬ 
sistant program director, etc. Anyone may issue 
a complaint on behalf of a resident alleging that 
a resident's rights have been violated by staff 
members or persons under their control. 
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Statement of the Problem 
This study is designed to investigate if there is a 
significant difference in awareness between residents who 
received training about their rights and those who have 
not. Also, it is designed to determine if there is any 
significant difference between staff members who work with 
residents regarding these rights. 
Definition of Terms 
Although advocacy is a popular and widely used term, 
it has generally lacked precise definition. However, upon 
careful consideration, it is thought that advocacy does 
have unique and identifiable characteristics and attempts 
have been made to capture these features in definitions. 
In a general sense, according to Kamerman and McGowan1, 
advocacy means to plead the cause of another and to take 
action in support of one's beliefs in cause engaging in 
social action. 
Along similar lines, Wolfensberger defines advocacy 
as "speaking for, pleading for, supporting, advising, 
espousing the rights of, or interceding on behalf of 
persons with developmental disabilities before any public 
■’■Gordon F. Kamerman & Martin McGowan, "Advances in 
Mental Retardation and Developmental Disabilities," Mental 
Retardation Journal. 19 (March 1981): 221-225. 
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or private individuals, agencies, organizations or insti¬ 
tutions serving such people."1 
On the other hand, mentally retarded has been defined 
by Crosson as, "exceptional persons with impairment in 
learning potential that adversely affects the performance 
of an individual."2 It also means significantly subaver¬ 
age general intellectual functioning existing concurrently 
with deficits in adaptive behavior and manifested during 
the developmental period which adversely affects a child's 
educational performance. In terms of I.Q., mentally 
retarded individuals score below 70. This means that the 
measured intelligence of 97 percent of the general popula¬ 
tion is greater than that of mentally retarded persons. 
All areas of abilities are affected and the condition 
exists from childhood. 
The American Heritage Dictionary explains impact as 
the effects or impression of one thing or another. In 
this case, it will be the impact of the Advocacy Program 
on mentally retarded residents.3 
•^Wolf Wolfensberger, Citizen Advocacy and Protective 
Services for the Impaired and Handicapped. (Chicago: 
MacDonald-Downie Limited, 1978), pp. 9-12. 
2Anita Crosson, Advocacy and the Developmentallv Dis¬ 
abled . (Eugene: University of Oregon Press, 1979), p. 15. 
3Margery S. Berube, ed. , The American Heritage Dic¬ 
tionary. 2nd ed. (New York: Dell Publishing Co., Inc., 
1983), p. 79. 
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Significance of the Study 
The significance of this study lies in the fact that 
the Georgia Retardation Center's Advocacy Office will be in 
a position to evaluate the effectiveness of their advocacy 
program. Also, they will evaluate to what extent institu¬ 
tionalized mentally retarded residents understand their 
rights. 
Limitations of the Study 
In spite of the fact that the institution's population 
was large, the researcher had to have a very small sample 
because not every resident was able to talk or could under¬ 
stand simple concepts. Hence, a stratified sample was 
used as opposed to random. Therefore, one cannot say the 
sample was a cross-sectional representation of the whole 
residential population. 
Also, not much research has been done in the area of 
mentally retarded residents' rights. 
From all the information noted above, it is evident 
that the primary focus of this study was on rights of the 
institutionalized mentally retarded residents. 
CHAPTER TWO 
REVIEW OF THE LITERATURE 
The literature review is divided into three sections: 
the historical-conceptual roots of advocacy; institutional 
care for mentally retarded residents; and rights of mental¬ 
ly retarded persons. 
The Historical-Conceptual Roots of Advocacy 
According to Wolfensberger, a clearly conceptualized 
advocacy construct in the human service context is rela¬ 
tively new.1 While advocacy itself has always taken 
place, the clear formulation of advocacy as a schema or 
system has a much more recent history. Indeed, the novelty 
of a clearly conceptualized advocacy approach and component 
in the human services literature began before 1970. As 
often is the case, various circumstances, including the 
needs of the times, can propel a concept to wide public 
attention in a remarkably short period. So it has been 
with the advocacy concept. However, when this sort of 
thing happens, there is almost invariably a great deal of 
confusion and distortion. 
1Wolfensberger, Citizen Advocacy, p. 15-25. 
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One major contributor to the advocacy/protection move¬ 
ment has been the Judeo-Christian tradition. The Old Tes¬ 
tament is full of admonitions to protect the lowly, the 
orphaned, the widow, etc. In the New Testament, concern 
with the weak, sick, handicapped and abandoned became even 
more central and is epitomized in the parable of the Good 
Samaritan and that of the sheep and the goats. Many 
people, despite their flight from Judeo-Christian denomina¬ 
tions, still idealize this altruistic orientation to the 
disadvantaged or cast-off members of society. 
A second major tradition is that which has found its 
way through Hegelian philosophy and its various Marxist 
interpretations and applications. Within this ideological 
tradition, advocacy is conceptualized as the antithesis of 
an established power or interest which is seen as detrimen¬ 
tal to a person or group and in most instances, an as- 
sumedly disadvantaged group. 
A third major intellectual tradition that has given 
rise to the advocacy movement, is the growing realization 
that human organizations are subject to certain laws, and 
that they operate within certain sets of built-in dynamics, 
which can scarcely be overcome by individual efforts. 
The advocacy concept has a number of ideological and 
historical roots. 
12 
One of the most prominent of these is the protective 
services concept, which has led a not very prominent, but 
nevertheless, clearly identifiable existence in the human 
services context for quite some time. The basic idea that 
some people are so impaired as to need various forms of 
protection is as old as recorded history. 
Wolfensberger pointed out that protective services 
for those who are not fully able to look after themselves 
or their affairs have their origins in the principle of 
"parens patriae".1 Even since the Middle Ages, persons 
who have been deemed incompetent, as well as children, have 
been entitled to this special protection of the king and 
his successors in government. Unfortunately, not much 
progress has been made in the implementation of this prin¬ 
ciple in the past millennium. Indeed, with the rise of the 
principle of individual rights and its resultant limita¬ 
tions on the authority or government to intervene in per¬ 
sonal and family affairs, the proper implementation of the 
principle of "parens patriae" in the case of those who need 
it has been impeded rather than fostered. 
In the United States, until just about 100 years ago, 
little attention was paid to the principle, even as it af¬ 
fected children. In 1875, a case of child abuse so offend¬ 
ed moral sensibilities that some child protective services 
1Ibid.. p. 26. 
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were begun. At about this time some meager beginnings had 
also been made in protecting the retarded, mostly by way 
of institutionalization. 
According to the National Association of Retarded 
Citizens Report: 
As the period of fright ended, a number 
of well-intentioned plans were developed. 
These strategies included such legal arrange¬ 
ments as guardianship, foster parenthood, 
adoptive parenthood, conservatorship and 
trusts as well as human service agencies 
responsible for arranging these relation¬ 
ships and the laws and practices which 
govern them.1 
Many early protective service approaches involved 
public guardianship where the court, the administrator of 
an institution, or a human service agency exercised control 
over retarded persons. These agencies generally carried 
out societally-sanctioned functions and their actions 
strongly determined case outcome. In some handicap areas, 
such as mental retardation, the outcome, until recently, 
has almost invariably been institutionalization. Once 
institutionalized, a retarded person was virtually certain 
to be dehumanized.' He also became a ward of the state 
which, in many states, meant that the institution superin- 
■^Marilyn Zuckerman, National Association of Retarded 
Citizens Report. (Albany: Boyd Printing Company, 1980), p. 
12. 
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tendent became the legal guardian, even if the retarded 
resident still had functioning and involved parents. 
Sigelman is of the opinion that the need for protec¬ 
tive services for those unable to fend for themselves, has 
long been recognized.1 Families of course have been the 
first line of defense - the primary protectors. As more 
and more dependent handicapped individuals outlived parents 
and close family members, problems became more acute. 
Where property and money were involved, court appointed 
guardianship was established. However, guardianship alone 
has not been satisfactory for several reasons. Courts were 
primarily concerned with the management of money and only 
secondarily concerned with the welfare of the individual. 
Even under court monitoring, the ward's funds were fre¬ 
quently manipulated to the benefit of the guardian rather 
than the ward. If there was no sizable estate to adminis¬ 
ter and consequently, no money to pay a guardian, few 
people were interested in assuming such responsibility for 
another individual without compensation. Where guardians 
were paid by the state, other problems arose. So guardian¬ 
ship alone has not been the answer. 
1Cynthia K. Sigelman, Protective Services and Citizen 
Advocacy. (Houston: Vintage Press, 1979), pp. 30-47. 
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Crosson stated that developmentally disabled citizens 
have an obvious and special need for advocacy.1 Historic¬ 
ally, they have suffered from exploitation, neglect, abuse, 
improper and inhumane placements, inadequate education and 
over-protection. Given the nature of their handicapping 
conditions, they need a wide array of supportive services 
and assistance in order to live meaningful and normal 
lives. They also need protection from unnecessary, but 
frequent, deprivation of rights and entitlements. Thus, 
advocacy must be employed to assure services and rights to 
developmentally disabled persons, so they can overcome 
their second class citizenship status. 
Abrams and Nuehring conducted an exploratory survey 
to determine the state protection and advocacy agencies1 
involvement in abuse and neglect investigations.2 A 
questionnaire consisting of 13 items, both closed and open- 
ended, was developed by project staff and sent to directors 
of the protection and advocacy agencies in all 50 states. 
Directors from 45 states (83%) responded. 
1Crosson, Advocacy and the Disabled, pp. 21-32. 
2Harvey A. Abrams and Elaine M. Neuhring, "Advances 
in Mental Retardation and Developmental Disabilities," 
Mental Retardation Journal. 24 (August 1986): 221-225. 
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Results 
Of the 43 responding protection and advocacy agencies, 
27 of the directors (63%) reported that they investigate 
organizational patterns of alleged abuse and neglect in 
facilities. In 11 (26%) of the responding states, such 
systematic patterns of alleged abuse and neglect in facili¬ 
ties are not explored by the protection and advocacy agency. 
One state director gave no answer. Two directors said that 
they do condone (changed systems) advocacy and two said 
that they have not seen patterned abuse and neglect at the 
organizational level. 
Discussion 
Protection and advocacy respondents believe on one 
hand, that what their agencies do is very important to the 
protection of institutionalized persons with developmental 
disabilities. They do not however, on the average, allo¬ 
cate a large share of their resources to this problem. 
Institutional Care for Mentally Retarded Residents 
According to the National Association for Retarded 
Citizens Report: 
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Institutions for the mentally retarded 
have existed in this country since the 1850s. 
The first such residential facilities were 
designed to provide habitation of residents 
in order to return them to the community.1 
Within a few years after the construction of America's 
first institutions, an intense concern for the protection 
of society emerged, and residential facilities were very 
soon located farther away from the general populace, while 
institutional populations simultaneously became larger and 
larger. 
Several attitudes gradually evolved so negatively 
that, adequate funding was not provided for the operation 
of residential centers, and they thus, became dehumanizing 
warehouses in which residents were utilized as captive 
work forces to operate dairies, tend stock, or raise vege¬ 
table gardens. Most institutions of today no longer uti¬ 
lize these kinds of self-support, but however, conditions 
such as large populations, isolation from communities, 
overcrowding, lack of training and education, inadequate 
operating funds, etc. still exist. 
Since a custodial care approach is still prevalent in 
institutions, activities are frequently focused mainly on 
providing food, clothing and shelter and there is little 
1Zuckerman, Retarded Citizens Report, p. 3. 
18 
time left for individualized affection or attention. It 
is also unfortunate that many personnel who work with resi¬ 
dents are so involved in group-oriented routines that they 
do not interact with them on a personal basis when time 
permits. This may be a result of attitudes held toward 
residents (i.e., they only need physical care, or they are 
incapable of learning self-help). 
A report highlighting some major problems in residen¬ 
tial facilities was compiled and published by Rosen and 
Bruno.1 The study reflected a survey of approximately 68 
percent of the public residential facilities in the United 
States. It revealed that most residential facilities were 
too large and that their programs tended to be impersonal 
and group-oriented. The average facility had a capacity 
for 1,000 residents and in addition to being overcrowded, 
a minimum of privacy was indicated. Sixty-eight percent 
of the residents lived in structures which had 21-75 beds 
per room. Such a situation goes beyond privacy. The study 
indicated that 81 percent of the institutions surveyed used 
mechanical restraints like restraining jackets or arm and 
wrist-bands. It is encouraging to note however that many 
public residential facilities are seeking to improve ser¬ 
vices and to involve consumer representatives and volun- 
^-Rosen and Bruno, Orientation Manual. pp. 60-65. 
19 
teers more meaningful in planning, implementing and moni¬ 
toring of services. 
McCormick, Balia and Zigler conducted a study of resi¬ 
dent-care practices in institutions in the United States 
and Scandinavia.1 Large central institutions with popula¬ 
tions of over 1,000; medium-sized regional centers with 
populations ranging in size from approximately 150 to 300; 
and small regional centers ranging in size from seven to 57 
were investigated. Striking differences in care practices 
were found in living units from different types of institu¬ 
tions, differences that were obtained in both countries 
investigated. Large central institutions were characterized 
by the most institutionally oriented care practices and 
group homes by the most resident-oriented care practices 
with small and large regional centers between these ex¬ 
tremes. However, within institutions type, care practices 
were found to be remarkably homogeneous. 
O'Connor, in a national survey of group homes, found 
that facilities housing fewer than 20 residents were more 
likely to be normalized than facilities housing more than 
1Simon McCormick, Diane Balia and Gregory Zigler, 
"Relationship of Institution Size to Quality of Care," 
American Journal of Mental Deficiency, 81 (September 1980): 
117-124. 
20 
21 residents.1 A normalized facility was defined by such 
factors as the absence of security features, existence of 
personal effects in the area around the residents beds and 
amount of privacy given each resident in bathrooms and bed¬ 
rooms. Thus, there seems to be considerable variation in 
resident-care practices, even in very small facilities, 
differences that may be related to size. 
In summary, resident-care practices seem to be more 
resident-oriented in smaller, community-based facilities 
than in large central institutions. This pattern of find¬ 
ings has been obtained in England, Scandinavia and in one 
state in the United States. 
Harris, et al. in a study conducted in one large in¬ 
stitution found that a single aid provided a more nurturant 
atmosphere when fewer residents were on the ward and sug¬ 
gested that large wards should be broken down into smaller 
units, each staffed by a single aide.2 It is possible 
that creating small family-like living units in institu¬ 
tions of whatever size would create higher quality care. 
1Arthur O'Connor, "Environmental Variation in Commun¬ 
ity Care Facilities for Mentally Retarded Persons," Ameri¬ 
can Journal of Mental Deficiency. 78 (June 1981): 429-439. 
•^Thomas Harris, Robert Kerns and Gail Sluyter, Mental 
Retardation, Nature. Needs and Advocacy. (New York: Allyn 
and Bacon, Inc., 1979), pp. 37-39. 
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Rights of Mentally Retarded Persons 
Rude and Baucom have indicated that historically 
persons with developmental disabilities have been deprived 
of their citizenship rights on a widespread basis.1 Many 
rationales have been offered for this, but they have often 
amounted to little more than punishment of difference. 
Indeed, in a legal sense, developmentally disabled people 
have been considered to be a "suspect class", and this has 
resulted in their being saddled with disabilities or sub¬ 
jected to a history of purposeful unequal treatment, or 
relegated to a position of political powerlessness as to 
justify special protection from majoritarian processes. 
They have been denied substantive due process as guaranteed 
by the U.S. Constitution, if due process is understood to 
represent a profound attitude of fairness between man and 
man and more particularly between the individual and the 
government. 
Furthermore, society has attached a negative value to 
the intellectual limits of mentally retarded individuals 
making them different from other people. This negative 
•^Cecil Rude and David Baucom, Implementing Protection 
and Advocacy Systems. (Chicago: Cherry Hill Publishers, 
1978), pp. 16-20. 
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difference has rendered them lesser (devalued) members of 
our society. Devaluation has resulted in the erection of 
legal and social barriers that prevent mentally retarded 
individuals from exercising many of the rights most people 
take for granted in their daily lives. 
According to Evans, the mentally retarded person has 
the same basic rights as other citizens of the same country 
and same age.1 Mentally retarded people generally enjoy 
freedom of speech, religion and most other constitutional 
guarantees. Some mentally retarded persons may be unable, 
due to the severity of their handicap, to exercise for 
themselves all of their rights in a meaningful way. For 
others, modification of some or all of these rights is 
appropriate. The procedure used for modification or denial 
of rights must contain legal safeguards against every form 
of abuse, must be based on an evaluation of the social 
capability of the mentally retarded person by a qualified 
expert and must be subject to periodic reviews and the 
right to appeal. 
Regarding voting rights, it is stated that the Voting 
Rights Act of 1970 does not prohibit voting on the basis 
of political ineptitude. Many electoral issues impact the 
1Dorothy P. Evans, The Lives of Mentally Retarded 
People. (Baltimore: Westview Press, Inc., 1983), pp. 179- 
185. 
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lives of retarded persons directly, precisely because they 
are retarded. Moreover, even if they are not politically 
knowledgeable, that does not mean that retarded people are 
any less electorially astute than their non-handicapped 
counterparts. 
When dealing with the practical realities of legally 
mandated rights such as voting, it cannot be assumed that 
retarded citizens are, or ought to be, indifferent about 
elections because they are retarded. Self-advocacy groups 
of mentally handicapped persons are taking increasing 
interest in political action. They will, in the absence 
of flagrantly discriminatory laws, not remain a silent 
minority in the U.S. political arena. As they become more 
active, it is important that their exercise of voting 
rights not become a multiple enfranchisement of their 
parents, teachers, or whoever else can most influence them. 
The mentally retarded person has a right to proper 
medical care and physical restoration and to such educa¬ 
tion, training, habitation, and guidance as will enable 
him to develop his ability and potential to the fullest 
possible extent, no matter how severe his degree of dis¬ 
ability. No mentally handicapped person should be deprived 
of such services by reason of the costs involved. 
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O'Donnell conducted a study to examine the realiza¬ 
tion of resident rights by individual residents.1 A 
total of 24 individuals (16 males, 8 females) were inter¬ 
viewed personally using an 88 item questionnaire. Ques¬ 
tions asked were based on various rights identified by 
federal court decisions and by Human and Civil Rights 
Committee. The men and women interviewed were primarily 
severely mentally retarded persons with multiple handicapp¬ 
ing conditions. The chronological age range was from 
7 years 11 months to 46 years 3 months, with a mean of 17 
years 7 months. The behavioral age as determined by per¬ 
formance on the Self-Help Scale ranged from 13.5 months to 
88.0 months, with a mean of 39.3 months. The participants 
were not selected at random. Inasmuch as the questionnaire 
required a meaningful verbal response, only those residents 
believed capable of such response were chosen. A prelimi¬ 
nary 10 item test was introduced to determine each one's 
ability to respond. 
It was found that the number of respondents varied 
with some of the questions, since not all questions were 
appropriate for each individual. Also, regardless of the 
degree of retardation or multiple handicapping condition, 
1Brigid O'Donnell, "Rights of Mentally Retarded 
Persons," Mental Retarded Journal. 14, (December 1979): 
12-16. 
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retarded persons in residential facilities are sensitive 
to their well-being, to what is right and what is wrong, 
and to the adequacies and inadequacies of their physical 
environment. Though many resident rights were being 
recognized, the need for improvement was evident. 
With limited information available regarding the im¬ 
plementation of human rights committees (HRC) as a mechan¬ 
ism to protest resident rights, a research was undertaken 
by Persons and Kemp to learn more about the extent, makeup 
and performance of these committees.1 
A questionnaire designed to gather information about 
HRCs was mailed to 143 state residential facilities. Of 
the 143 questionnaire mailed, 74 (52%) were returned. 
Replies came from institutions in 36 states, representing 
all geographic regions. All of the responding institutions 
had HRCs and 88% indicated that they had written institu¬ 
tional policies on their HRCs. 
The findings were inconsistent with regards to the 
effectiveness of HRC operations. The recommendations were 
that HRCs could be strengthened by extensive inservice 
education to increase members' knowledge of residents 
1Issac Persons and Dorina Kemp, "A Mechanism for Pro¬ 
tecting the Rights of Institutionalized Mentally Retarded 
Persons," Mental Retardation Journal. 21, (January 1983): 
13-16. 
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programs and institutional policy. Members also could be 
provided with incentives and assistance to help them spend 
the necessary time to become involved, motivated and know¬ 
ledgeable. It can be improved to better fulfill their role 
as a mechanism to protect the rights of institutionalized 
mentally retarded persons but their limitations must also 
be recognized. 
Smith conducted a study to identify what differences, 
if any, existed in staff perceptions of clients' rights, 
as established by laws and regulations.1 This involved a 
survey of 644 full-time employees in West Virginia's three 
institutions for the developmentally disabled. Twenty- 
five specific rights areas were identified and upon which 
a brief rignette was prepared describing an incident re¬ 
lating to a given right. Respondents were requested to 
state whether the situation described was appropriate or 
inappropriate from a rights perspective. A five member 
panel of experts in the field of rights issues was ap¬ 
pointed to ensure that the 24 rignettes were clear, un¬ 
ambiguous and related to laws and regulations affecting 
institutionalized, developmentally disabled individuals. 
A full-time staff present during the survey were requested 
1Philip Smith, Elizabeth Thorin and Cindy Rhoades, 
"Applied Research in Mental Retardation," Mental Retarda¬ 
tion Journal. 19 (May 1980): 215-220. 
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to complete the questionnaire. Six different job cate¬ 
gories were used to identify the type of duties that each 
staff member routinely performed. 
Findings were that there was a difference among staff 
regarding their perception of clients' rights and this is 
based on job categories. Professional staff scored higher 
than the nonprofessional/nondirect care staff because they 
received training about residents rights from the state 
Civil Service Commission. Meanwhile, the nonprofessional 
received little or no training. Also, it can be inter¬ 
preted that the differences in staff perception was related 
to lack of understanding. Increased emphasis on staff 
training in rights issues should result in improved com¬ 
pliance with rights standards, more humane care and treat¬ 
ment and a generally better quality of life for residents. 
Summary 
Many researchers referenced in this literature have 
clearly demonstrated that given a change, many institution¬ 
alized mentally retarded people can master most skills per¬ 
formed by non-retarded people. The literature also indi¬ 
cates that the social and mental conditions of the mentally 
retarded can be improved only if there is joint active 
participation between professional and non-professional 
staff working directly with these people. 
CHAPTER THREE 
THEORETICAL FRAMEWORK 
Theories undergirding this research include: discrimi¬ 
nation, humanistic values, normalization and human rights. 
According to Ellis and Luckasson, people who are men¬ 
tally retarded have faced pervasive discrimination through¬ 
out the history of this country.1 They have been excluded 
from public schools, involuntarily sterilized, and denied 
the fundamental rights to marry and to vote. They have 
also been segregated in remote institutions and thus, ex¬ 
cluded from the communities where their families and 
friends live. This discrimination has been accomplished by 
means of state laws and those laws traditionally have 
received the blessing at the courts. 
Both the discriminatory laws and the court rulings 
that uphold them have been based on false stereotypes 
about the nature of people who are mentally retarded. 
During the last decade, courts begun to address a number 
of issues involving the rights of persons who are mentally 
retarded. But few of these cases have dealt specifically 
with the issue of discrimination and those that have typi- 
^•James W. Ellis and Ruth Luckasson, "Discrimination 
Against People with Mental Retardation," Mental Retardation 
Journal. 23, (May 1985): 249. 
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cally have interpreted statues rather than the constitu¬ 
tion. But federal and state statues that prohibit dis¬ 
crimination on the basis of the legal discrimination that 
confronts people who are mentally retarded is beyond their 
reach. Therefore, the nature of the protection that the 
Constitution's Equal Protection clause offers to people 
with mental disabilities is a matter of substantial con¬ 
cern. 
Mahon and Osborne view discrimination of mentally 
retarded people from educational and employment perspec¬ 
tives.1 They stated that mentally retarded children 
judged incapable of profiting substantially from instruc¬ 
tion are excluded from public school systems. 
In most cases, the intelligence quotient questioned 
as a measurement of complete intelligence is used as the 
sole determining factor for admission to special programs 
and exclusion from regular classes with little comprehen¬ 
sion, those I.Q.s slightly below, may special class train¬ 
ing unnecessarily. 
In employment the subtle discrimination also exists. 
Most employers often become very reluctant to employ 
mentally retarded people. That an individual is mentally 
1Diane Mahon and Mary Osborne, Social Competence. 
(Columbus: Nelson-Hall, Inc., 1982), pp. 5-16. 
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retarded is not a foregone conclusion that he/she is incom¬ 
petent, and therefore, not entitled for employment. A gen¬ 
eralization about these people cannot be made because men¬ 
tal retardation has different levels. This above noted 
statement leads to the next theory which deals with human¬ 
istic values. 
Compton and Galaway, in their theory of humanistic 
values, have explained values as unproven beliefs which a 
professional holds about the nature of people.1 These 
beliefs are reflected in the day to day work of the prac¬ 
titioner and provide direction and guidance to professional 
practice. 
One of the central value premises consistently ac¬ 
cepted and supported by the social work profession is that 
each person is a unique individual with an inherent 
dignity which is to be respected. People are sufficient 
ends in themselves and are not to be treated as objects or 
as means to other ends. Diversity and variety among indi¬ 
viduals are to be welcomed and encouraged. 
It has been established that people's image of them¬ 
selves develops largely out of their communication with 
others. People build and incorporate their self-image 
1Beulah Compton and Burt Galaway, Social Work Pro¬ 
cesses . 3rd ed. (Homewood: Dorsey Press, 1984), pp. 67-84. 
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from other people. Further, people who feel good about 
themselves see themselves as persons of worth and have a 
sense of their own strength and capability, tend to be 
happier and have the ability to deal constructively and 
appropriately with their environment. Social workers and 
other professionals intervening in the lives of people are 
well advised to be constantly sensitive to the messages 
they are extending to others about their worth. 
Another value mentioned by Compton and Galaway is that 
of classification and individualization. 
Classification refers to the need to 
generalize beyond individuals and to or¬ 
ganize phenomena on the basis of common 
characteristics. This process is es¬ 
sential in order to make sense out of 
mass raw data and is an essential part 
of the process of knowledge building. 
When the phenomena being dealt with 
are people, however, classification may 
cause social workers to respond to 
people as objects placed in a particular 
category rather than as individuals. The 
pitfalls of this process are being docu¬ 
mented in a growing body of literature, 
from sociologists studying deviance, from 
a labeling perspective. Not only does 
labeling or classification lead to distor¬ 
tion of individual differences, but, as 
labeling theorists and their supporting 
research are nothing, when a person is 
labeled deviant, those doing the labeling 
and the surrounding audience frequently 
respond to the deviant on the basis of 
the label rather than the basis of 
individual characteristics. This creates 
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conditions for the development of a self- 
fulfilling prophecy in which the person 
becomes what the person has been labeled.1 
Another value indicated deals with client self-deter¬ 
mination. This is derived from the belief in the innate 
dignity of the person. If people possess an inherent dig¬ 
nity, then it follows that they should be permitted to 
become what they wish to determine their own lifestyles 
insofar as possible. The belief in client self-determina¬ 
tion clearly implies that people should be permitted to 
make decisions for themselves. 
Inherent in the concept of client self-determination 
is the idea of alternatives. Self-determination implies 
decisions, or the making of choices between one course of 
action as contrasted with other courses of action. The 
quest for alternatives may take various forms helping the 
client develop new alternatives and resources within the 
environment or helping the client find and develop new 
ways to respond to environmental demands. 
Wolfensberger, in his theory of normalization stated 
that all mentally retarded persons are capable of growth, 
learning and development, even though just like everyone 
else, they have individual limits and rates of develop- 
1Compton and Galaway, Social Work Processes, pp. 67- 
84. 
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ment.1 The two basic goals of this theory include: in¬ 
creasing the mentally retarded persons' control over the 
environment. This involves giving the retarded persons' 
options for choices regarding such matters as foods, cloth¬ 
ing, recreation and occupation, as well as the freedom to 
experience risk and explore and interact with his environ¬ 
ment and the people around him. 
The second goal is maximizing the human qualities of 
the mentally retarded person. The advocate can lead to 
mentally retarded resident, one step at a time toward a 
more normal life, maximizing his human qualities which are 
designed as culturally normal or human. 
Even though a retarded person will never be normal, he 
should live in as normal an environment as possible and 
follow as normal a rhythm of life as he can. He should 
grow and learn and work and enjoy as much privacy and 
freedom as possible. It also implies that the mentally 
retarded should be exposed to experiences both good and 
bad, which all children have in common, satisfaction, 
happiness, fulfillment, rejection, loss, failure. In other 
words, an effort is made to normalize the physical and 
social environment of the individual. 
1W. Wolfensberger, A Balanced Multi-Component Advo- 
cacv/Protection Schema. (Chicago: MacDonald-Downie Limited, 
1979), pp. 3-18. 
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Mulick and Mallory, in their theory of human rights 
are of the opinion that with all the pitfalls of crystal 
ball gazing, there is at least one sure bet:1 Mentally 
retarded people are entitled to all human rights, like any 
other citizen and that advocacy for persons of this nature 
is here to stay. The Constitution commands this advocacy 
in coercive contexts such as commitment or guardianship 
proceedings. The law recognizes it as an essential check 
and balance in a system of highly bureaucratized care and 
services. The public demands it as a component of an 
early warning system to alert decision-makers to the 
abuse, mistreatment and neglect to which incapacitated 
persons are too often exposed. So immediate are the risks 
of the continued neglect and abuse of persons labeled men¬ 
tally retarded that without a minimal system of legal 
advocacy those persons will be "falling into chasms, not 
cracks." 
It is the opinion of the researcher that mentally re¬ 
tarded people should, without any doubt, have someone to 
represent them in their daily lives, protect their in¬ 
terests and rights which may give rise to better quality 
care and service delivery, especially in institutions 
■^James Mulick and Bruce Mallory, Transitions in Men¬ 
tal Retardation. (New York: Alex Publishing Corporation, 
1984), pp. 16-20. 
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where there has been a continuous discontent about the 
type of treatment these people receive. Also, mentally 
retarded residents should not only be protected against 
any form of mistreatment or dis-service, but should also be 
made aware of, or provided with, knowledge about their 
rights and allowed to practice them to the best of their 
abilities. 
To describe how these theories are reflected/incor¬ 
porated into this study, the researcher has for instance, 
indicated in the literature review that the current trend 
in improving the lifestyle of mentally retarded persons is 
deinstitutionalization. This factor is equivalent to the 
theory of normalization. That is, to remove a mentally 
retarded individual from an institution to a normalized 
situation in the community. That a lot of employers are 
always reluctant to employ mentally retarded people ad¬ 
dresses the theory of discrimination. That mentally re¬ 
tarded residents are also entitled to every right that any 
other citizen in society enjoys is related to the theory of 
human rights and that a mentally retarded resident should 
be given an opportunity to freely exercise his/her rights 





The Georgia Retardation Center's mentally retarded 
residents and staff served as the population for this 
study. Although the population in this center may be 
large; the focus was on residents that are diagnosed as 
high functioning and staff members who work directly with 
these residents on a daily basis. 
Sample 
Two stratified samples were drawn from this popula¬ 
tion. The first sample comprised mild to severe mentally 
retarded residents based on two cottages or units, via a 
program area for community training unit and low ambulatory 
development area. The researcher selected these two units 
because most of the residents who live here are said to be 
high functioning. That is, they have good verbal communica¬ 
tion skills and can also understand simple concepts. The 
sample consisted of 26 subjects (14 males and 12 females), 
both Black and White, with ages ranging from 17 to 45. The 
reason for such a small sample is, as already indicated, 
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not every resident has good communication skills or could 
understand simple concepts. 
The second sample was drawn from staff members working 
in these two units. The focus was primarily on shift su¬ 
pervisors and lead workers who work directly with residents 
on a daily basis. Twelve staff members, six from each 
unit, were selected for this study. Again, due to a small 
sample, the researcher was compelled to use a quasi experi¬ 
mental design in this study because the means/subjects had 
to be selected in particular units. 
Data Collection Procedure 
Prior to data collection, the researcher met with 
five members of the GRC Research Committee for evaluation 
and approval of the study. This meeting was convened after 
the writer filled in a Research Screening Form, which is a 
first requirement for anyone wishing to conduct a research 
study at the Georgia Retardation Center. The committee 
recommended that the researcher should consult the agency 
speech pathologist for assessment and correction of the 
questionnaire format. The agency speech pathologist was 
also asked to help in recommending staff members who were 
to administer the questionnaire on behalf of the research¬ 
er. The reason for this was to maintain reliability and 
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avoid any form of bias. At least two staff members, one 
from each unit, were recommended for this task. The study 
was also approved by the Human Rights Committee. 
Letters of consent were sent to all parents and guar¬ 
dians of residents who participated in the study. Also, 
staff members received letters requesting their participa¬ 
tion. Copies of these letters are included in the appendix. 
Social workers in both units assisted the researcher 
by providing envelopes and addresses of all residents who 
took part in the study. All letters sent included stamped 
envelopes for responses. Unit supervisors were also ver¬ 
bally informed by the researcher about the study. 
For the data collection, two instruments were utilized; 
namely, a questionnaire for the residents, and the GRC 
Residents' Rights Test for the staff. This test comprised 
information about residents rights and is used by GRC 
for every new employee joining the institution. New em¬ 
ployees are given this test during the orientation period. 
The researcher received permission for the utilization of 
the test from the residents' advocate. Both instruments 
focused on the rights of mentally retarded residents. 
Interviews were conducted with residents by two se¬ 
lected staff members and their responses recorded. The 
researcher administered the staff test. 
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Operationalization and Measurement 
The questionnaire for the residents comprised ten 
items, out of which each had three questions. The 
questions had three options; namely, "yes", "no", and 
"don't know". This questionnaire was designed to measure 
the difference in terms of awareness between residents who 
received training concerning their rights and those who did 
not. Demographic information was also obtained. 
The test designed for staff had 31 questions. The 
first six questions were open-ended and they basically fo¬ 
cused on demographic information. The remaining questions 
were "multiple choice", and "true" or "false". This test 
was designed to measure the staff's level of awareness 
about residents' rights. That is, if there was a differ¬ 
ence between staff members who work with residents who 
received training about rights and those whose residents 
have not received any training. Both instruments were 
pretested for consistency or reliability on residents in 
units 17 and 18 who were not part of both samples. 
Methods of Analysis 
Simple descriptive statistics were used for analyzing 
the data of this study. This included frequencies, per¬ 
centages and means. 
CHAPTER FIVE 
DATA ANALYSIS AND FINDINGS 
This study attempts to investigate the impact of an 
advocacy program on institutionalized mentally retarded 
residents. The main focus in this research is on the 
nature of services, protection of residents' rights and 
quality of care by staff members. 
The research question reads thus: 
Is there an awareness difference be¬ 
tween residents who received training about 
their rights and those who did not? Also, 
is there an awareness difference between 
staff members whose residents received 
training about rights and those resi¬ 
dents who did not receive any training? 
In presenting the findings, simple descriptive statis¬ 
tics were used via frequencies and percentages to analyze 
the data. 
Tables 1 through 13 show the differences in response 
to scenarios by two groups of residents. Group A (PACT) 
represents those residents who received training about 
their rights, whereas, Group B (LAMBDA) residents did not 
receive any training about their rights. Also, the dif¬ 
ferences in responses to these rights between the two 
groups of staff who work with these residents is reflected 
in Tables 1 through 13. 
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Table 1. Demographic Data for Two Groups of Residents by 
Sex, Age, Diagnosis and Length of Institutionali¬ 
zation. 
GROUP A GROUP B 
Sex Sex 
Male: 6 Male: 8 
Female: 7 Female: 5 
Average Ace Averacre Acre 
30.3 Years 26.3 Years 
Diacmosis Diacrnosis 
Mildly M.R.: 3 Mildly M.R: 2 
Mod. M.R.: 9 Mod. M.R.: 5 
Sev. M.R.: 1 Sev. M.R.: 6 
Aver. Lencrth of Stav Aver. Lencrth of Stav 
7.6 Years 12.5 Years 
Table 1 indicates that in Group A there are 6 males 
and 7 females, in Group B, there are 8 males and 5 females. 
The average age for Group A is 30.3 years, and for Group B, 
26.3 years. In Group A, 3 members are mildly mentally 
retarded, 9 are moderate and 1 are severe. In Group B, 2 
members are mildly mentally retarded, 5 moderate and 6 
severe. The average length of stay for Group A is 7.6 
years, and for Group B, 12.5 years. 
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Table 2. Percentages of Responses Regarding Mail Privacy. 
GROUP A GROUP B 
F % F % 
Would you let staff YES 1 8 6 46 
open your mail? NO 12 92 7 54 
Would you let another YES 1 8 3 23 
resident open your 
mail? 
NO 12 92 10 77 
Who is supposed to STAFF 1 8 4 31 
open your mail? YOURSELF 12 92 9 69 
Table 2 shows that 8 percent of the residents in Group 
A would allow staff to open their mail and 92 percent would 
not. In Group B, 46 percent would let the staff open their 
mail and 54 percent would not. In Group A, 8 percent of 
the residents would let another resident open their mail 
and 92 percent would not. In Group B, 23 percent would let 
another resident open their mail and 77 percent would not. 
In Group A, 8 percent of the residents indicated that staff 
is supposed to open their mail and 92 percent indicated 
that they are supposed to open their own mail. In Group B, 
31 percent of the residents indicated that a staff members 
is supposed to open their mail and 69 percent indicated 
that they are supposed to open their own mail. 
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Table 3. Percentage of Responses Regarding Right to Wear 
Own Clothes. 
GROUP A GROUP B 
F % F % 
Do you think the staff YES 0 0 1 8 
give your clothes to 
someone else? 
NO 13 100 12 92 
Would you let another YES 0 0 0 0 
resident wear your 
clothes? 
NO 13 100 13 100 
Would you wear another YES 0 0 1 8 
resident's clothes? NO 13 100 12 92 
Table 3 shows that in Group A 100 percent of the resi- 
dents think that the staff should not give their clothes 
to someone else. In Group B, 8 percent of the residents 
agree that the staff should give their clothes to someone 
else, whereas, 92 percent of the residents disagree. In 
both Group A and B, 100 percent of the residents would not 
let another resident wear their clothes. In Group A, 100 
percent of the residents would not wear another resident's 
clothes. In Group B, however, 92 percent indicated that 
they would not. 
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Table 4. Percentage of Responses Regarding Right to Tele¬ 
phone Use. 
GROUP A GROUP B 
F % F % 
Do you think the staff YES 13 100 9 69 
should let you use the 
telephone? 
NO 0 0 4 23 
Do you feel you should YES 6 46 6 46 
use the telephone any¬ 
time you want to? 
NO 7 54 7 54 
Do you think you have YES 12 92 11 84 
a right to use the 
telephone? 
NO 1 8 2 16 
Table 4 shows that in Group A, 100 percent of the re- 
sidents think that the staff should let them use the tele- 
phone. In Group B, 69 percent of the residents think that 
the staff should let them use the telephone, and 23 percent 
think that the staff should not. In Group A, 46 percent of 
the residents feel that they should use the telephone any¬ 
time they want to, whereas, 54 percent feel that they 
should not. In Group B, 4 6 percent of the residents feel 
that they should use the telephone anytime they want and 54 
percent feel that they should not. In Group A, 92 percent 
of the residents think that they have a right to use the 
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telephone and 8 percent feel that they do not. In Group B, 
84 percent of the residents think that they have a right 
to use the telephone and 16 percent feel that they do not. 
Table 5. Percentages of Responses Regarding Visitation 
Rights. 
GROUP A GROUP B 
F % F % 
Do you think the staff YES 13 100 11 84 
should let relatives 
visit you? 
NO 0 0 2 16 
Who decides about YOURSELF 8 61 5 39 
your visitors? STAFF 5 39 8 61 
Do you think you have YES 11 84 9 69 
a right to be visited 
by anyone who wants to? 
NO 2 16 4 31 
Table 5 shows that in Group A, 100 percent of the re- 
sidents think that the staff should allow their uncle to 
visit them. In Group B, , 84 percent of the residents think 
that the staff should allow their uncle to visit them; 16 
percent think that the staff should not. In Group A, 61 
percent of the residents feel that they should decide about 
their visitors; 39 percent feel that staff should decide. 
In Group B, 39 percent of the residents feel that they 
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should decide about their visitors and 61 percent feel that 
the staff should decide about visitation. In Group A, 84 
percent of the residents think that they have a right to be 
visited by anyone who wants to, and 16 percent think that 
they should not be visited by anyone who wants to. In 
Group B, 69 percent of the residents think that they have a 
right to be visited by anyone who wants to visit them, and 
31 percent think that they do not have a right to be visit¬ 
ed by anyone who wants to visit them. 
Table 6. Percentages of Responses Regarding Right of 
Freedom of Mobility. 
GROUP A GROUP B 
F % F % 
Do you think the staff YES 
is right by allowing NO 
you to move about in 





Do you think you have YES 
a right to go to your NO 





Do you think you have YES 
a right to visit your NO 
friend in another sec¬ 






Table 6 shows that in Group A 100 percent of the resi¬ 
dents think that the staff should allow them to move about 
in the activity room whenever they want. In Group B, 24 
percent of the residents think that the staff is right by 
not allowing them to move about in the activity room, and 
76 percent think that the staff is not right by doing so. 
In Group A, 92 percent of the residents think that they 
have a right to go to their rooms anytime they want, and 8 
percent think that they do not have the right to do so. In 
Group B, 69 percent of the residents think that they have a 
right to go to their rooms anytime they want, and 31 per¬ 
cent think that they do not have the right to do so. In 
Group A, 100 percent of the residents think that they have 
a right to visit their friends in another section if they 
want. In Group B, 61 percent of the residents think they 
have a right to visit their friends in another section if 
they want, and 39 percent think they do not have a right to 
do so. 
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Table 7. Percentage Responses Regarding Right to Medical 
Care. 
GROUP A GROUP B 
F % F % 
Do you think the staff 
is right by taking you 
to the workshop/school 
if you have a headache? 
YES 0 0 3 24 
NO 13 100 10 76 
Do you think a staff YES 12 92 10 76 
should take you to the 
nursing station? 
NO 1 8 3 24 
If you are not feeling YES 13 100 12 92 
well, do you think you 
have a right to go to 
the nursing station for 
medication? 
NO 0 0 1 8 
Table 7 shows that in Group A, 100 percent of the re¬ 
sidents think that the staff is not right by taking them to 
the workshop/school if they have headaches. In Group B; 
2 4 percent of the residents think that the staff is right 
by taking them to the workshop/school if they have head¬ 
aches, and 76 percent of them do not think so. In Group A, 
92 percent of the residents think a staff member should 
take them to the nursing station when they are not feeling 
well, and 8 percent think that a staff member should not. 
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In Group B, 76 percent of the residents think that a staff 
member should take them to the nursing station if they are 
not feeling well and 24 percent think that the staff should 
not. In Group A, 100 percent of the residents think that 
they have a right to go to the nursing station for medica¬ 
tion if they are not feeling well. In Group B, 92 percent 
of the residents think that they have a right to go to the 
nursing station for medication if they are not feeling well 
and 8 percent do not think they have a right to do so. 
Table 8. Percentage of Responses Regarding Right to 
Participate in Formulation of Your Treatment Plan. 
GROUP ’ A GROUP 1 B 
F % F % 
If there is a team YES 12 92 9 69 
meeting about you, do 
you think you should 
attend? 
NO 1 8 4 31 
In your team meeting YES 11 84 9 69 
do you think you have 
a right to say some¬ 
thing about your pro¬ 
gram? 
NO 2 16 4 31 
Do you think you have YES 10 76 10 76 
a right to know what 
is being said about 
you in a team meeting? 
NO 3 24 3 24 
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Table 8 shows that in Group A, 92 percent of the resi¬ 
dents think that they should be allowed to attend their 
team meeting, and 8 percent think that they should not be 
allowed to attend their team meeting. In Group B, 69 per¬ 
cent of the residents think that they should be allowed to 
attend the meeting and 31 percent think that they should 
not. In Group A, 84 percent of the residents think they 
have a right to say something in their team meeting and 16 
percent think that they do not have a right to say some¬ 
thing in their team meeting. In Group B, 69 percent of the 
residents think that they have a right to say something 
about their program and 31 percent think that they do not 
have a right to do so. In Group A, 76 percent of the 
residents think they have a right to know what is being 
said about them in a team meeting and 24 percent think they 
do not have a right to do so. In Group B, 76 percent think 
they have a right to know what is being said about them in 
a team meeting and 24 percent think they do not have the 
right to do so. 
Table 9. Percentage of Responses Regarding Right to Safe 
Environment. 
GROUP A GROUP ’ B 
F % F % 
Do you think a staff YES 1 8 1 8 
member should hit you? NO 12 92 12 92 
If a staff member hits YES 12 92 11 84 
you, do you think you NO 1 8 2 16 
should tell somebody? 
If so, would you tell YES 13 100 2 16 
the Resident's Advocate? NO 0 0 11 84 
Table 9 shows that in Group A, 8 percent of the resi¬ 
dents think that a staff member should hit them if they are 
noncompliant and about 92 percent feel that a staff member 
should not. In Group B, 8 percent of the residents think 
that a staff member should not hit them if they are noncom¬ 
pliant and 92 percent think that a staff member should not 
hit them. In Group A, 92 percent of the residents indicated 
that they would tell somebody if a staff member hits them 
and 8 percent would not tell. In Group B, 84 percent of 
the residents indicated that they would tell someone if a 
staff member hits them, and 16 percent would not tell. In 
Group A, 100 percent of the residents indicated that they 
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would report to Resident's Advocate. In Group B, 16 percent 
indicated that they would report to the Resident's Advocate 
and 84 percent would not. 
Table 10. Percentage of Responses Regarding Right to 
Handle Own Money. 
GROUP ' A GROUP B 
F % F % 
Do you think you have YES 8 61 7 54 
a right to decide how 
much you want to spend 
on gifts? 
NO 5 39 6 46 
Do you think you have YES 11 84 11 84 
a right to spend your 
money on anything you 
want? 
NO 2 16 2 16 
Do you think you have YES 12 92 7 54 
a right to keep your 
money anywhere you 
want? 
NO 1 8 6 46 
Table 10 shows that in Group A, 61 percent of the re- 
sidents think that they have a right to decide how much 
they can spend on gifts, and 39 percent think that they do 
not have a right to do so. In Group B, 54 percent of the 
residents think that they have a right to decide how much 
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they want to spend on gifts, and 46 percent think that they 
do not have a right to do so. In Group A, 84 percent of 
the residents think that they have a right to spend their 
money on anything they want, and 16 percent think that 
they do not have a right to do so. In Group B, 84 percent 
of the residents think they have a right to spend their 
money on anything they want, and 16 percent think they do 
not have the right to do so. In Group A, 92 percent of 
the residents think that they have a right to keep their 
money anywhere they want, and 8 percent think they do not 
have the right to do so. In Group B, 54 percent of the 
residents think they have a right to keep their money 
anywhere they want, and 46 percent think they do not have 
a right to do so. 
Table 11 shows that in Group A, 84 percent of the re¬ 
sidents indicated that they would report any suspected 
abuse or neglect, and 16 percent indicated they would not. 
In Group B, 54 percent of the residents indicated that they 
would report any suspected abuse or neglect of residents, 
and 4 6 percent indicated they would not report any sus¬ 
pected abuse or neglect of residents. In Group A, 100 
percent of the residents indicated that they would report 
the suspected abuse or neglect of residents to Resident's 
Advocate. In Group B, 31 percent of the residents indi- 
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Table 11. Percentage of Responses Regarding Right to Re¬ 
port Any Suspected Abuse or Neglect of Resi¬ 
dents . 
GROUP A GROUP ’ B 
F % F % 
Would you report any YES 11 84 7 54 
suspected abuse or 
neglect? 
NO 2 16 6 46 
If so, would you tell YES 13 100 4 31 
the Resident's Advocate? NO 0 0 9 69 
Do you think you will YES 12 92 10 76 
be doing a right thing 
by reporting? 
NO 1 8 3 24 
cated that they would report any suspected abuse or neglect 
of residents to Resident's Advocate, and 69 percent indi¬ 
cated that they would not. In Group A, 92 percent of the 
residents feel that they will be doing the right thing by 
reporting, and 8 percent feel that they would not be doing 
the right thing by reporting. In Group B, 76 percent of 
the residents feel that they would be doing the right thing 
by reporting, and 24 percent feel that they would not be 
doing the right thing by reporting. 
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Tables 12 and 13, which follow, indicate a distinction 
between the two groups of staff who work directly with 
residents included in the sample. Group A represents staff 
working with residents who received training about rights, 
and Group B represents staff who work with residents who 
did not receive any training. 
Table 12. Demographic Data for Two Groups of Staff by Sex, 
Length of Employment, and Work Position. 
GROUP A GROUP B 
Sex Sex 
Male: 0 Male: 3 
Female: 6 Female: 3 
Averaae Lenath Averacre Lenath 
of Emplovment of Emplovment 
9.8 Years 9.3 Years 
Work Position Work Position 
Shift Supervisors Shift Supervisors 
2 2 
Lead Workers Lead Workers 
4 4 
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Table 12 indicates that in Group A, there are 6 fe¬ 
males and no males. In Group B, there are 3 males and 3 
females. The average length of employment in Group A is 
9.8 years, and for Group B, 9.3 years. In Group A, there 
are 2 shift supervisors and 4 lead workers. In Group B, 
there are also two shift supervisors and 4 lead workers. 
Table 13 shows that the mean score for Group A is 2, 
and for Group B, 1.7. From the above frequency distribu¬ 
tion table, it can be concluded that staff members in Group 
A are more aware of resident rights than those in Group B. 
Discussion 
From these findings, there is clear evidence that 
residents in Group A are more aware of their rights than 
residents in Group B. Attributing to this factor may be 
that members of Group A received training about residents' 
rights, while members in Group B did not. However, there 
are more severely mentally handicapped residents in Group B 
than there are in Group A. This disparity is indicated in 
the demographic information table. 
In spite of the differences noted above, however, a 
general conclusion cannot be made about these findings 
because the sample used in this study was very small and 
not randomly selected. This sample does not represent a 
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Table 13. Frequency Distribution of Resident Rights Test 
Scores for Two Groups of Staff. 
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cross-section of the whole population within the institu¬ 
tion. The same can be said about the staff in Groups A 
and B. They were also not randomly selected. Only 12 
staff members (six from each unit) participated in this 
study. Also, the focus was only on staff supervisors and 
lead workers. Looking at their mean scores, there appears 
to be no great difference between these two groups and 
this could be due to the fact that all 12 staff members 
have taken the resident's rights test previously and they 
have been working with mentally retarded residents for a 
long time. 
CHAPTER SIX 
SUMMARY, IMPLICATIONS AND RECOMMENDATIONS 
History has shown that mentally retarded people, and 
especially those in institutions, have gone through an 
experience of neglect, abuse, exploitation and deprivation 
due to their deficiencies. Because of these stated fac¬ 
tors, it is apparent that they, like any other human being, 
need protection. They need someone who would advocate for 
their rights. 
The purpose of this study was to investigate the 
impact of an advocacy program on institutionalized mentally 
retarded residents at the Georgia Retardation Center. The 
primary focus in this study was on residents rights, insti¬ 
tutional care and quality of services. These three factors 
are elaborated in the chapter on literature review. 
The following theories were used to support this 
study viz, discrimination, humanistic values, normalization 
and human rights. 
For the methodology, a quasi-experimental design was 
used which means that only specific individuals were se¬ 
lected from specific units. Prior to data collection the 
researcher was granted a permission by the Georgia Retarda- 
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tion Center Research Committee and Human Rights Committee 
to use both residents and staff in this research. Letters 
of consent were sent to parents and guardians of all resi¬ 
dents selected to participate in the research. Selected 
staff were sent letters requesting their participation. A 
ten item questionnaire was used to collect data from two 
groups of residents, 13 in each group. These groups were 
divided into Group A, those who received training about 
their rights, and Group B, those who did not receive any- 
training. Twelve staff members (six from each group) were 
selected to participate in this study. They were also 
divided into two groups: Group A, those who worked with 
residents who received training about their rights, and 
Group B, those who worked with residents who did not re¬ 
ceive any training about their rights. The Georgia Retar¬ 
dation Center's Resident's Rights Test was used to collect 
data from the staff. This test was administered by the 
researcher, while the questionnaire for the residents was 
administered by selected staff members. 
Sample descriptive statistics were used to analyze the 
data of this study. This included frequencies, percentages 
and means. Findings of the study were that those residents 
in Group A appeared to be more aware about their rights 
than those in Group B. 
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With the staff, all six members of Group A are aware 
of resident's rights, while in Group B, only five members 
are aware of resident's rights, based upon their scores 
on the Residents Rights test. 
Implications for Social Work Practice 
Advocacy cannot be associated only with people who 
are in the legal field. Social work as a profession has 
role to play in this area. The social worker can serve as 
an advocate for the client, whereby, he/she intermediates 
between the client and the various systems with which the 
client must interact. The social worker then has the 
greatest opportunity to note problems and weaknesses in 
the service and legal delivery systems. 
Individual social workers and social agencies, and 
social work as a profession, must begin to work to design 
data systems that organize and summarize the delivery of 
social and legal services in such a manner that the 
services are useful in effecting change. 
Social workers and social agencies should be in a 
position to conduct research, collect data and make in¬ 
formed recommendations for change. 
The profession must advocate for modifications in 
involuntary intervention procedures that would provide 
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more stringent safeguards for the rights of mentally re¬ 
tarded residents. There should be training for service 
providers in legal and service interventions. Further 
study and analysis is needed on how present available 
interventions work in practice and how they can be utilized 
effectively. 
Mentally retarded residents should not only be taught 
about their rights but also allowed to practice them to 
the best of their abilities. The program should be re¬ 
viewed approximately every six months (or annually) by the 
advocacy office, and ammendments made in case of any un¬ 
foreseen shortcomings. 
All professionals, not only social workers and resi¬ 
dents advocates, along with non-professional staff, should 
become involved in a program working directly with men¬ 
tally retarded residents. 
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RESEARCH REVIEW COMMITTEE MINUTES 
Tuesday. April 7. 1987 
Present Guest 





The Research Review Committee reviewed two projects. 
1. Project Title: The Impact of an Advocacy Program on 
Mentally Retarded Residents. 
This descriptive study will assess whether 24 resi¬ 
dents (15 from PACT and 9 from LAMBDA) are aware of 
their rights. This will be assessed by orally admin¬ 
istering a 10 item multiple choice questionnaire which 
poses various situations and asks the resident what 
he/she would do. The study will also investigate 
whether staff members (6 PACT, 6 LAMBDA) are aware of 
the resident's rights. This will be assessed by a 
series of multiple choice and true-false questions. 
The Committee informed the investigator that informed 
consent would be required for all subjects and that 
the wording on the questionnaire for the residents 
needed to be simplified. When the Committee receives 
these documents review of the project will be com¬ 
pleted. Principal Investigator: Archibald Kenana. 
Ruth Freeman will serve as GRC project sponsor. 
/Ik 











RESEARCH REVIEW COMMITTEE MINUTES 
Friday, April 24, 1987 
Present Guest 





A meeting was called to complete the review of Archibald 
Kekana's proposal "The Impact of an Advocacy Program on 
Mentally Retarded Residents." The Committee approved the 
project contingent upon (1) the recommended changes being 
made in the consent form and resident's questionnaire and 
(2) a person not involved in the project administering the 
residents' questionnaire. 
/Ik 











June 1, 1987 
MEMORANDUM 
TO: Dr. Pat Penn 
Research Committee Chairman 
FROM: Sam Foster 
Chief Resident Advocate 
RE Research Project on Resident Rights 
Please be advised that I have polled the Human Rights 
Committee concerning their approval of the above referenced 
research project. The members polled included: Mr. A1 
Stoerzinger, Col. William Proctor, Mr. Richard Gastley, Ms. 
Valerie Schwartz, Ms. Perrine Patrick, Ms. Maria Turk, Dr. 
Al West, and Mr. Woody Woodward. All of the above refer¬ 
enced committee members gave their approval to this re¬ 
search project. Therefore, by receipt of this memorandum, 
Mr. Archibald Kekana may begin his research project. 
If I may be of further assistance, please feel free to 
advise. 
SRF:das 
cc: Mr. Archibald Kekana 
Ms. Dot Creedle 
Ms. Valerie Schwartz 
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Date 
Dear Mr/Mrs/Miss  
This is to request permission for your son/daughter to par¬ 
ticipate in a research study to be conducted at G.R.C. by a 
social work student. The student will receive direction 
and guidance from Ruth Freeman, a qualified social worker 
employed at G.R.C. The purpose of this study is to find 
out how much the residents know about their rights. The 
interview with each resident will take at the most fifteen 
minutes and is expected to be an enjoyable experience for 
your child. 
Participation in this study is voluntary and there is no 
penalty or loss of services or benefits for refusal to 
participate. They may withdraw from the study as they 
please and this will not jeopardize any unusual services or 
benefits they are entitled to. 
No risks are foreseen in this study. Your child's 
information will be kept confidential. Names will not be 
used anywhere in the study. 
This research study will hopefully help the agency in 
evaluating the effectiveness of its advocacy program. 
For future clarification about the study, the following 
people may be contacted: 
1. Archibald Kekana: 393-7189 or 794-6971 
2. Ruth Freeman: 393-7189 
3. Barbara Forbes: 393-7380 




I approve of my son/daughter  to 
participate in the research project which is studying how 
much they know about their rights. 
Signature: 
I disapprove of my son/daughter  
participating in the research project which is studying 




Dear Mr/Mrs/Miss  
This is a request for your participation in a research 
study to be conducted at G.R.C. by a social work student 
under the guidance of Ruth Freeman, a qualified social 
worker, employed by the agency. The purpose of the study 
is to find out about the impact of an advocacy program on 
mentally retarded residents. The focus of this study is 
mainly on their rights on the staff's awareness about 
these rights. You will be asked to answer questions about 
the residents rights. 
Your participation in this research is voluntary and there 
is no penalty for your refusal to do so. No foreseeable 
risks are involved in this study. Your answers and your 
name will be kept confidential. 
For any further clarification you can reach me at this 
number: 794-6971. 




Date:   
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RESEARCH SCREENING FORM 
-^1 
ro 
COMPLETE AND SEND TO: RESEARCH REVIEW COMMITTEE CHAIRMAN, 
PROFESSIONAL SERVICES, THERAPY BUILDING 
PROJECT CLASS 
PROJECT TITLE: T~Vx ^ gjV oc A. c.-^ O <-A Ç-^~xng.Vv<N c x-'V » v*-\. A.-\ C^-g-C 
PRINCIPAL INVESTIGATOR: A, y y yp, fw K t-^ EXT: ~| \<*,&\  
OTHER INVESTIGATORS: Ç. >V^A  
DATE: ov>,/'>-i (   
TYPE OF RESEARCH 
 TRAINING NEW SKILLS 
EVALUATING EFFECTIVENESS OF 
MATERIALS, EQUIPMENT OR 
 NEW PRODUCT 
EXAMINING RESIDENT OR STAFF RECORDS 
ELIMINATING UNDESIRABLE BEHAVIORS 
EXAMINING AGGREGATE DATA(E.G. STAFF 
ATTENDANCE RECORD, LAB FORMS, ETC.) 
OTHER V 
IN Gà.^ 




BRIEF STATEMENT OF RESEARCH QUESTION: VAvj.tVi, *y  
tS.Vî.y^, HQQJ V(\^xtv-v W-. Srv VA--fcw-9-Y: g-v. ~\Y-y Ç <î ç 
SUBJECTS 
NUMBER OF RESIDENTS ."X Cj PROCRAM AREA(S) PACA  SECTION(S) £,■<< <p ~ S~V U 
IF GRC STAFF WILL BE SUBJECTS, STATE NUMBER \ 3. WORK AREA(S) ? fr. c.~v v^, tvx" ^  
IF PARENTS OR OTHER, EXPLAIN HOW THEY WILL BE SELECTED  
HOW WILL CONSENT TO PARTICIPATE BE HANDLED 
.1/ INFORMED CONSENT FORM INTERDISCIPLINARY TEAM'S RECOMMENDATION 
"THAT RESIDENT PARTICIPATE IN.THIS 
RESEARCH 
NOT APPLICABLE 
HAVE YOU HAD CONFIDENTIALITY TRAINING 
HOW ARE DATA TO BE COLLECTED 
 PAPER AND PENCIL 






A- f\r/x \ ■* \ v’v”' y tt y K, ^ 'v V- 
MOTHER 
ViL Cîw N\v “Xx, Cl Ct'K.'; 
INTRODUCTION 
The following test is designed to determine whether 
mentally retarded residents* knowledge of their rights as 
patients corresponds with selected staff awareness regard¬ 
ing those rights. Your participation will greatly assist 
the researcher in the completion of the thesis requirement 
for a Master of Social Work degree. It is necessary that 
we have your name. A copy of the final report will be sent 
to you upon request. 
1. What is your position? 
2. How long have you been employed at G.R.C.? 
3. Is this your first experience working with mentally 
retarded residents? 
4. To which section are you assigned? 
5. How many residents do you work with in your section? 
6. Have you received any training about residents rights? 
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Directions for Multiple Choice: Circle the letter in front of the correct 
answer: 
1. Who has the responsibility to make certain that a newly admitted 
person, or Parent, or Guardian or Representative, is notified of 
his/her Rights? 
a. The Program Director 
b. The Admitting Officer 
c. The Superintendent 
d. The Program Area Social Worker 
e. All of the above 
2. Every Resident must have an Individual Program Plan developed: 
a. Prior to admission 
b. Reviewed upon admission 
c. Reviewed as many times as necessary throughout the year 
d. Reviewed annually 
e. All of the above 
3. Seclusion may not be used for the Mentally Retarded: 
a. For more than 12 hours 
b. For persons treated under age 4 
c. Unless the Resident has been notified of his rights 
d. Unless it is a written order by the attending physician 
e. The use of seclusion is never allowed 
4. Who may file a Residents' Rights Complaint? 
a. Staff member 
b. Family member 
c. Resident 
d. Visitor 




GEORGIA RETARDATION CENTER - STAFF DEVELOPMENT DEPARTMENT 
RESIDENTS RIGHTS TEST - PAGE 2 
5. Upon admission, a Resident's personal effects are: 
a. Sent home with the next of kin 
b. Burned in order to comply with the Infection Control procedures 
c. Stored in the warehouse 
d. Stored within his Program Area as space permits 
e. Sent to Property Control 
6. Of the group listed below, to whom is visitation never restricted? 
a. A parent 
b. A brother or sister 
c. An attorney or private physician 
d. A friend 
e. All of the above 
7. If one of the Residents at GRC worked at a non-government 
establishment he would: 
a. Be paid $2.79 an hour 
b. Be required to split his salary with GRC for partial payment for 
room and board 
c. Be entitled to keep all of his salary 
d. Be obliged to send half to his parents 
e. Be entitled to company insurance 
8. Unless he.has been considered legally incompetent, a Resident at GRC 
has the right to: 
a. Marry 
b. Vote 
c. Make a Will 
d. Drive a Car 
e. All of the Above 
9. The clinical record of a Resident is confidential and no part of the 
contents shall be released to anyone except: 
a. When Resident gives written permission 
b. When Resident is transferred to another facility 
c. When record is subpoenaed through valid court order 
d. When released to the Press for good Public Relations 
e. Answers a., b., and c. 
10. When a female Resident goes off campus for any purpose, who must 
accompany the female Resident? 
a. An adult female who is not a Resident 
b. A male staff member who is a Supervisor 
c. An adult brother of Resident 
d. .A male Physician 
e. No One 
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11. A step in the procedure for reporting Resident Abuse is: 
a. Take care of Resident 
b. Fill out Incident Report 
c. Supervisor informs Program Area Director 
d. Chief Resident Advocate, Area Advocate and Program Area Director 
conducts investigation 
e. All of the above 
Directions for True and False: If the statement is TRUE, mark T in the 
blank, and if the statement is FALSE, mark F in the blank. 
  12. A person in Housekeeping may register a complaint in behalf 
of a Resident. 
  13. Any G.R.C. employee who suspects or sees abuse of a resident 
is just as guilty of abuse as those who have committed it if 
they don't report it. 
  14. Mentally Retarded Residents retain all rights and privileges 
granted other persons or citizens. 
  15. An alleged abuser keeps on working here at G.R.C. until the 
investigation is completed. 
  16. G.R.C. must notify a parent of a Resident who is a minor of 
any changes in the I.P.P. even if the Parent is not 
interested or doesn't visit. 
  17. All Incident Reports and Complaint Forms must be submitted 
to the Resident Advocate Office for investigation. 
  18. No Resident may be compelled to attend religious services. 
  19. The supervisor of an alleged abuser must be notified 
immediately. 
  20. Planned recreational activities must be made available to 
all Residents. 
  21. The Resident on a Skilled Nursing Program Area would 
certainly not have the Social Habilitation Right To 
Normalization. 
  22. It is considered physical abuse when a person jabs a key in 
a Residents' rib to get them to walk faster. 
  23. The definition of "Abuse" includes failure to provide 
treatment. 
  24. "Seclusion" is when a Resident is left in an isolated place 
without having access to leave the area. 
OVER 
76 
GEORGIA RETARDATION CENTER - STAFF DEVELOPMENT DEPARTMENT 
RESIDENTS RIGHTS TEST - PAGE 4 
25. Beside each example write in the type of Abuse that is described. 
Verbal Abuse, Physical Abuse, Negligence or Exploitation. 
a.  Leaving a Resident unattended. 
b.  Calling a Resident such names as idiot, 
retard. 
c.  Eating or drinking any part of a Resident's 
meal. 
d.  Sticking a Resident with a pin to get. him to 
move faster. 
4 Points Each. 
JBL:br Revised & Retyped 4-11-86. 
JBL:br Revised & Retyped 7-22-86 








This questionnaire is designed to collect data from 
selected G.R.C. mentally retarded residents concerning the 
level of awareness about their rights. The underlying 
factor is to investigate the impact of an advocacy program 
on mentally retarded residents. 
Personal Rights Category 
1. Mail Privacy 
It is Monday afternoon. You just got back from the 
workshop. A staff comes to you holding your letters 
in her hand. 
A. Would you let her open your mail? 
(1) Yes (2) No (3) Don't know 
B. Would you let another resident open your mail? 
(1) Yes (2) No (3) Don't know 
C. Who is supposed to open your mail? 
(1) Staff (2) Yourself (3) Another resident 
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2. Right to Wear Own Clothes 
It is Sunday morning. You are getting ready to go to 
church. You want to wear your best dress/pants. When 
you get out of the shower, you see a staff giving your 
best clothes to another resident to wear. 
A. Do you think the staff should give your clothes to 
someone else? 
(1) Yes (2) No (3) Don't know 
B. Would you let another resident wear your clothes? 
(1) Yes (2) No (3) Don't know 
C. Would you wear another resident's clothes? 
(1) Yes (2) No (3) Don't know 
3 . Right to Telephone 
At G.R.C. residents can use the telephone on Mondays, 
Wednesdays and Fridays after dinner. It is Monday 
evening after dinner. You are setting in the activity 
room thinking of calling your mother. You ask the 
staff but she won't let you use the telephone. 
A. Do you think the staff should let you use the 
telephone? 
(1) Yes (2) No (3) Don't know 
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B. When do you like to use the telephone? 
(1) Only after dinner 
(2) Anytime you feel like it 
(3) Don't know 
C. What day would you like to use the telephone? 
(1) Any day of the week 
(2) Special days in a week 
(3) Don't know 
D. Do you think you have a right to use the telephone? 
(1) Yes (2) No (3) Don't know 
4. Visitation Rights 
You have just gotten a letter from your uncle. He 
wants to visit you for the weekend. You tell the 
staff. She tells you that she will not let your 
uncle visit you because she does not know him. 
A. Do you think the staff should let your uncle 
visit you? 
(1) Yes (2) No (3) Don't know 
B. Who decides about your visitors? 
(1) Staff (2) Yourself (3) Another resident 
C. Who should be able to visit you? 
(1) Parents only 
(2) Relative 
(3) Anyone who wants to visit you 
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5. Right to Freedom of Mobility 
It is Saturday afternoon. You have just watches one 
of your favorite TV programs in the activity room. 
You feel tired and you want to sleep in your room. 
You stand up and the staff tells you that you cannot 
go anywhere. You have to stay in the activity room. 
A. Do you think the staff if right? 
(1) Yes (2) No (3) Don't know 
B. Do you think you have a right to go to your room 
anytime you want to? 
(1) Yes (2) No (3) Don't know 
C. Do you think you have a right to visit your 
friend in another section if you want to? 
(1) Yes (2) No (3) Don't know 
6. Right to Medical Care 
You wake up Monday morning with a headache. You tell 
the staff. She tells you that there is nothing she 
can do. You should get ready for workshop/school. 
A. Do you think the staff is right? 
(1) Yes (2) No (3) Don't know 
B. Do you think a staff member should take you to: 
(1) Workshop (2) Nursing station (3) Your room 
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C. If you are not feeling well, do you think you 
have a right to go to the nursing station for 
medication? 
(1) Yes (2) No (3) Don't know 
7. Right to Participate in Formulation of Your Treatment 
Plan 
It is 1:30 p.m. You are preparing to go to your team 
meeting. A staff member comes to you and says that 
you cannot go to your team meeting because you were 
acting up last night. 
A. If there is a team meeting about you, do you 
think you should: 
(1) Attend (2) Stay in the cottage (3) Don't know 
B. In your team meeting do you think you have a 
right to say something about your program? 
(1) Yes (2) No (3) Don't know 
C. Do you think you have a right to know what is 
being said about you in a team meeting? 
(1) Yes (2) No (3) Don't know 
8. Right to Safe Environment 
It is 7:30 in the evening. You are watching TV. A 
staff member comes to you and says it is time to go 
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to bed. You tell her that you are still watching TV. 
She gets angry and hits you. 
A. Do you think a staff member should hit you if 
you don't do what she says? 
(1) Yes (2) No (3) Don't know 
B. If a staff member hits you do you think you 
should tell somebody? 
(1) Yes (2) No (3) Don't know 
C. If so who do you think you should tell? 
(1) Residents Advocate 
(2) Nurse 
(3) Another resident 
9. Rights to Handle Own Money 
You want $5.00 from your savings account to buy a 
birthday gift for your mother. You tell the staff 
but she won't give you the money. She tells you that 
you cannot use $5.00 on a birthday gift. 
A. Who do you think should decide how much you have 
to spend on gifts? 
(1) Staff (2) Yourself (3) Roommate 
B. Do you think you have a right to spend money on 
anything you want? 
(1) Yes (2) No (3) Don't know 
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C. Do you think you have a right to keep your money 
anything you want to? 
(1) Yes (2) No (3) Don't know 
10. Right to Report any Suspected Abuse or Neglect of 
Residents Without Fear of Reprisal 
You are on your way to the activity room. In one of 
the bedrooms you see a staff hitting another resident. 
A. What would you do? 
(1) Tell someone (2) Ignore (3) Don't know 
B. If you tell who would you tell? 
(1) Residents Advocate 
(2) Another resident 
(3) Don't know 
C. Do you think it is right to tell what you saw? 
(1) Yes (2) No (3) Don't know 
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